which reflects the concern felt internationally for offering the highest standard of preoperative care to accident patients. 'Intensive care' should not be regarded as a physical entity but rather as a standard of practice and as such can be taken to the patient just as successfuly as the reverse.
The number of mobile medical schemes now in existence confirms that the concept can be organized and applied to the particular situation. The justification is surely that many of the patients are both young and healthy and therefore with early medical treatment have an excellent prognosis. It is sixty years since Albert Freiberg reported his series of 6 patients with infraction of the second metatarsal head (Freiberg 1914) . More recent publications include the clinical observations of Smillie (1957) , and the experimental work of Braddock (1959) . Published reports of the longterm results of this disease are scarce. This paper presents the findings in a review of 28 patients with established Freiberg's disease and gives particular emphasis to their long term progress. The average duration of follow up is twelve years (range four to thirty-four years). Females predominated in the ratio of 5:1, and the average age at onset of symptoms was 14 years. Approximately half the patients could recall a definite history of traumausually of a minor nature. A further 3 females developed symptoms following their initial attempts with high-heeled shoes.
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As usual, the second metatarsal was the commonest site (23 patients), followed by the third metatarsal (5 patients). No cases of fourth metatarsal disease were encountered. Radiographic assessment was made in each case. The most informative films were oblique laterals, obtained by projecting the X-ray beam at 450 to the horizontal plane of the foot (Fig 1) . These views demonstrate the lesion to advantage and proved useful in detecting loose bodies, sometimes inconspicuous on the standard projections. The disease was not confined to the longest metatarsal. The distribution of the length of affected metatarsals compared favourably with relative metatarsal lengths in a series of normal feet.
Treatment
The management of all 28 patients was initially conservative; 12 patients had surgical treatment at a later stage. Of the 16 patients who had conservative treatment only, 4 had no treatment, 7 were fitted with a metatarsal bar and 5 with walking plaster. Of the 12 patients who underwent surgery 4 had the loose bodies removed, 4 had the metatarsal heads excised and 4 underwent hemiphalangectomy of the proximal phalanx.
Results
Conservative treatment: Eleven of the 16 patients were free from symptoms. All 16 had some residual restriction of movement at the affected joint; 3 felt discomfort after exercise only and 2 suffered from persistent ache. An interesting finding concerns the presence or otherwise of loose bodies. In the asymptomatic group of 11 patients only 1 had a loose body detectable on X-ray. Conversely, 4 of the 5 patients with residual symptoms had demonstrable loose bodies.
Surgical treatment: The best results were seen following removal of the loose bodies only. All 4 patients were symptom free. Following resection of the metatarsal head or hemiphalangectomy of the proximal phalanx, only 3 of the 8 patients had satisfactory results, 2 after excision of the metatarsal head and 1 after hemiphalangectomy of the proximal phalanx. The remaining 5 patients had residual symptoms and deformities which, although of a minor nature, tended to limit activities such as walking lCng distances or running, and also gave problems with footwear.
The main causes of failure of surgical treatment were: (1) Inadequate resection, resulting in a painful arthroplasty. (2) Contractures of dorsally placed vertical scars, resulting in elevation of the affected toe. Underriding of the adjacent toe then produced pressure problems and skin callosities.
(3) A pre-existing asymptomatic hallux valgus became an increased and painful deformity on two occasions.
It would be unrealistic to draw any firm conclusions from this small series. However, I am impressed by the role of the loose body in the progress of the disease. In the conservative series, good results were seen in patients without loose bodies despite advanced deformity of the metatarsal head in several cases. Conversely, the presence of a loose body almost invariably implied a poor result. Early removal of loose bodies appears to give impressive and long-standing results. Synovectomy has an established place in the treatment of rheumatoid arthritic joints, particularly the knee. The results, however, are often disappointing in the late rheumatoid knee where there is pain, stiffness and deformity ultimately confining the patient to a wheelchair. A new operative technique is here described for the salvage of these knees. This consists of an extensive synovectomy with the addition of drilling the articular areas of the femur where there is loss of cartilage and the appearance of cavities.
Theory
Drilling allows the formation of new bone and thus provides a reinforcement of soft borfe areas, of great value in the rheumatoid knee where geode formation, particularly of small size, is common. The fibrous tissue exposed to the articular surface undergoes metaplasia from exposure to mechanical stress and becomes primitive hyaline cartilage.
Investigation
To determine the value of this new procedure compared with synovectomy alone, a clinical trial was carried out on 30 patients with similar signs and symptoms: pain, medial/lateral instability to 10 degrees, and flexion contracture to 20 degrees. These patients were divided into three groups of 10, and the operative treatments were as follows: Group 1: Routine synovectomy. Group 2: synovectomy with drilling of areas of loss of femoral articular cartilage followed by non-weight bearing for three months. Group 3: synovectomy with drilling of 'ireas of loss of femoral articular cartilage followed by non-weight bearing for one month.
The ages of the patients ranged from 23-76 and the duration of the disease from eighteen months to twenty-six years.
Operative Technique
Under general anesthetic a tourniquet is applied and a lateral parapatellar incision made. Using cutting diathermy, synovectomy is performed, the fat pad is removed and the cruciates exposed by removing synovium with a pituitary rongeur. Areas ofsynovial pannus growing on to the articular surfaces are removed with cutting diathermy. The areas of loss of articular cartilage on the femoral articular surface are drilled using a 7/64 inch diameter drill, the holes are sufficiently separated to avoid collapse of the articular surface and penetrate up to a depth of 2 inches. Routine closure is performed with interrupted catgut to the capsule, and silk to the skin. A wool and crepe bandage dressing is applied from the toes to the upper thigh and the tourniquet is then released. The average tourniquet time is 45 minutes.
Postoperative Management
The patient is encouraged to perform static quadriceps exercises on the day of the operation. The following day active quadriceps exercises are encouraged with flexion up to the limit allowed by the dressing. On the fifth day the wool
